Objective. To describe current practices in assessing patient communication skills in US colleges and schools of pharmacy. Methods. Syllabi and behavioral assessment forms were solicited and key faculty members were interviewed. Forms were analyzed to determine skills most commonly assessed in communication with simulated or role-playing patients. Results. Fifty schools submitted behavioral assessment forms for patient communication skills. Individuals from 47 schools were interviewed. Colleges were found to vary in the way communication skills were assessed. Assessment forms focused more on dispensing a new prescription than monitoring ongoing therapy. Providing information was emphasized more than promoting adherence. Common faculty concerns were lack of continuity and congruence of assessment across the curriculum. Conclusions. A common understanding of the standards and procedures for determining competence is needed. Experience and assessment activities should be sequenced throughout a program to build competence.
INTRODUCTION
The practice of pharmaceutical care requires pharmacists who are able to establish effective, therapeutic relationships with patients. 1 The quality of the relationship between a patient and pharmacist is, in turn, dependent upon the quality of the communication between pharmacist and patient over time and over multiple encounters. Skills of effective communication do not necessarily improve with practice experience. 2, 3 However, communication skills can be improved with education and training. [4] [5] [6] [7] The purpose of this investigation was to describe the current state of communication skills assessment in colleges of pharmacy. While effective communication in pharmacy includes communicating with individuals other than patients and communication beyond interpersonal communication (eg, giving speeches), the pharmacistpatient relationship is central to the pharmaceutical care mission of the profession. Thus, this investigation focuses specifically on assessment of interpersonal skills involved in communicating effectively with patients or patient caregivers.
Beardsley surveyed members of the AACP Social and Administrative Sciences section from 23 institutions about the teaching and assessment of communication skills at their institutions. 8 A major conclusion of the Beardsley report was the need to strengthen communication assessment procedures.
In spite of calls to improve the assessment of communication skills, work in this area, including the development and dissemination of validated instruments and standardized assessment procedures, has lagged behind efforts in medicine and nursing. To illustrate, a search of PubMed (September 26, 2005) for the time period beginning in 1995 yielded the following: for ''medical education and communication skills and (evaluat* or assess*)'' with limits being publication dates from 1995, English language and humans, 467 papers were found, for the same search with ''nursing education,'' 186 papers were found, and for ''pharmacy education,'' 5 papers were found.
In contrast to the lack of published work on communication skills assessment in pharmacy education, medical educators have moved forward in developing and validating instruments and procedures to assess communication skills competencies in medical students and residents. This effort grew out of increasing concern over the lack of authenticity and validity of clinical skills assessment. [9] [10] [11] Authentic assessments require students to demonstrate knowledge and skills in ways that represent as closely as possible enactment of behaviors required in a professional care practice. The White Paper Report of the Association of Medical Colleges (AMC) Medical School Objectives Project on communication in medicine (www.aamc.org/meded/ msop/msop3.pdf) identified the core behaviors or interpersonal skills in relating to patients that should be taught and assessed in medical students. 12 In addition, this document provided a conceptual framework for teaching and assessment of patient communication skills. Three consensus conferences were convened to address assessment of communication competence in medical education. 13, 14 The educators and researchers at the 2002 Kalamazoo conference described ''(1) the content of communication and interpersonal skills, (2) common assessment tools, and (3) examples of how assessments might be used for teaching and evaluation.'' 14 The Kalamazoo II conference report was intended to provide a ''blueprint'' for evaluating communication competence in the primary care or ambulatory setting. A similar consensus conference on assessment of communication competencies was convened in 2002 for educational programs in emergency medicine. 15 In addition, the Accreditation Council for Graduate Medical Education compiled assessment instruments and procedures in a ''Toolbox of Assessment Methods'' distributed on the Council website at www. acgme.org/outcome/assess/toolbox.asp. 16 A key component of the initiatives in medical education has been the development and validation of communication skills behavioral assessment instruments for use in encounters with either simulated or actual patients. A review by Schirmer et al examined 15 instruments involving directly observed encounters between medical trainees and either simulated or real patients that were designed for use in medical education. 17 One of the most widely used frameworks for teaching and assessment is the SEGUE framework developed at Northwestern. 18 The 32 SEGUE skills are grouped into the following components of a medical encounter: Set the stage, elicit information, give information, understand the patient's perspective, and end the encounter. Other instruments with psychometric evidence of reliability and validity include the Common Ground instrument that focuses on consensus building, the Calgary-Cambridge Observation Guide, the Relational Communication Scale for Observation Measurement, and the Liverpool Brief Assessment System. [19] [20] [21] [22] [23] In addition to instrument development, standard procedures to be used in assessing skills have also been developed. These include the use of standardized patients, development of objective structured clinical examination (OSCE) procedures, use of 360-degree assessment procedures, and use of clinical evaluation exercises (CEX) and mini-CEX procedures to standardize skills assessments in clinical rotations. [24] [25] [26] [27] The mini-CEX procedure involves direct observation of performance of a clinical task along with an immediate consultation between the student and preceptor to complete the assessment instrument and provide feedback on performance. Efforts to develop more authentic measures of clinical skills in medicine culminated in the recently initiated clinical skills examination (Step 2 CS) as part of the United States Medical Licensing Examination (http://www.usmle.org/step2/Step2CS/ Step2Indexes/Step2CSIndex.htm). 28 A clinical skills evaluation (Part II. OSCE) has also been added as a component of the Pharmacy Examining Board of Canada Qualifying Examination (http://www.pebc.ca/EnglishPages/QEX/ QEXStations.html).
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METHODS
The goal of this investigation was to describe current practices in assessment of patient communication skills in US colleges of pharmacy. This report will focus on assessment procedures used and skills assessed through observation of skills performance. The methods used in this investigation included gathering syllabi and assessment instruments from AACP member colleges and schools, conducting content analyses of assessment instruments, and interviewing key informants by telephone about the assessment procedures used at their institutions.
The investigation began by gathering information on courses that taught and/or assessed patient communication skills. In an effort to focus the investigation, assessment instruments used by clerkship preceptors in experiential programs were not included. The protocol for the investigation was reviewed and approved by the AACP directory were examined to identify classes in communication skills and, if possible, the faculty members responsible for teaching these classes. For schools where the identity of the person responsible for teaching communication skills was not obvious by viewing information on the school web site, e-mail messages were sent to faculty members in social and administrative pharmacy, chairs of pharmacy practice departments, and/or deans of colleges to identify the person primarily responsible for teaching communication skills to pharmacy students. In some schools, numerous individuals were identified as being responsible for teaching communication skills, in which case all individuals were contacted by American Journal of Pharmaceutical Education 2006; 70 (3) Article 67.
e-mail to determine who was believed to have primary responsibility for teaching these skills. Individuals identified as primarily responsible for teaching patient communication skills were contacted by e-mail with the request that they send syllabi and assessment/evaluation forms used to teach and assess these skills at their colleges. The individuals who sent materials were then asked through e-mail contact for consent to be interviewed so that the procedures involved in teaching and assessment, as well as their evaluation of the processes used at their institution could be better described. Times that would be convenient for scheduling the interviews were also requested. Codes for content analysis of assessment forms were developed and reviewed by an advisory committee. Assessment forms that were submitted were content analyzed using the coding scheme to determine the skills most commonly assessed in students' communication with role playing or standardized patients. These included forms filled out by faculty members, students, peers, and standardized patients. If a school used multiple forms, each form was coded and a composite list of skills was created for each school submitting assessment instruments. These instruments included those used for either formative (feedback) or summative (grades or high stakes screening) evaluations. Reliability of coding of the assessment forms into the communication skills included in the domains identified was determined by having each form from a random sample of 10 schools independently coded by at least 2 content experts. The concordance of the coding of pairs of raters for each skill was determined using Cohen's kappa. 30 Cohen's kappa is a measure of inter-rater agreement for dichotomous data adjusted for the level of agreement to be expected by chance alone. Kappa values can be categorized as follows: 0.21-0.40 5 ''fair'' strength of agreement, 0.41-0.60 5 ''moderate'', 0.61-0.80 5 ''substantial,'' and 0.81-1.00 5 ''almost perfect'' agreement. 31 
RESULTS
In response to e-mail inquiries, key individuals involved in teaching patient communication skills were identified at 87 of 90 colleges and schools of pharmacy in the United States and Puerto Rico. E-mails were sent to the individuals identified as being primarily responsible for the teaching of patient communication skills requesting that course syllabi and evaluation forms be sent to the investigator. Respondents from 50 schools (56%) provided observational assessment forms and individuals from 47 schools were interviewed. Results specific to the assessment processes are reported.
Results from the telephone interviews are reported in Table 1 . Thirty-one of these respondents taught in separate courses (66%) and 16 taught in integrated courses (34%). Of the 47 respondents, 37 (79%) reported that they conducted skills assessment for each student using role play or standardized patients. Faculty members from 30 schools also reported that students were video-recorded while interviewing or counseling simulated patients at some point in their pharmacy program. The number of video-recorded encounters varied, with a range from 1-16 reported.
Of the 37 faculty members who reported conducting communication skills assessment of pharmacy students in encounters with patients, 24 (65%) reported that students were assessed by having faculty members or faculty extenders (eg, teaching assistants (TAs), pharmacists, academic rotation clerkship students) watch video-recordings. In the remaining schools, faculty members or faculty 4 (13) extenders directly observed encounters. For the 6 (16%) respondents who reported no observation of performance by faculty members, the assessments were conducted by self-assessments of video-recorded performance, by peer assessments where the peer played the role of the patient, and by evaluations conducted by standardized patients who were unknown to the students. For the primary assessments, the persons playing the role of patients varied across schools. Of the 37 respondents reporting performance assessment, 12 (32%) reported using classmates for primary assessments, 12 (32%) identified faculty members or faculty extenders, and 11 (30%) identify standardized patients unknown to students.
Open-ended questions were asked about faculty members' concerns related to assessment of communication skills and changes they would like to see implemented in their pharmacy programs in this area ( Table  2 ). The most commonly expressed concern related to skills assessment was the lack of continuity across the curriculum with a corresponding lack of opportunity for students to practice skills and receive feedback for improvement. Faculty in curricula where communication skills were taught in the first-or second-professional years noted gaps and lack of follow-up in subsequent courses to reinforce these skills. When instruction was in the third-professional year, faculty members noted the need for instruction earlier in the curriculum so that negative communication habits did not become inculcated. In either case, faculty members noted a desire for greater continuity of instruction and assessment throughout the curriculum.
In addition, respondents mentioned concerns about a lack of congruence of criteria for assessing communication across different courses. Lack of explicit criteria for acceptable performance and perceived lack of reliability of grading were related concerns. Four faculty members who taught separate communication classes reported that they worked with the persons teaching skills laboratories and conducted training for teaching assistants in the laboratories so that the criteria of effective patient communication could be consistent across the curriculum. Finally, a concern affecting communication skills assessment efforts was related to problems of English as a second language (ESL) for students. Desired changes in the assessment of communication skills primarily involved efforts to increase the reliability and authenticity of the assessment process. Authentic skills assessment requires that students be observed effectively performing targeted tasks in a setting that mirrors as closely as possible the professional practice environment. Reflecting faculty members' desires to improve the authenticity of the assessment processes was the stated desire to use standardized patients. Faculty also expressed the desire to have video recordings of student-patient communication in order to improve the evaluation of student communication and to allow student self-evaluation. Additionally, faculty members expressed the desire to provide students with experience in interviewing actual patients so that structured feedback could be provided before they entered advanced practice rotations. Respondents discussed the need for help in developing better assessment tools and procedures, with one person saying he would like to see his College institute an assessment office to provide assistance to faculty members.
Faculty members expressed a desire for better videocaptured role modeling of the skills being assessed. Several respondents wanted increased attention to skills involved in low literacy and transcultural communication. Finally, respondents identified the need to develop remedial educational procedures for students found to have communication deficits during assessment procedures.
Instruments used in observational assessment of skills performance were obtained from 50 schools of pharmacy. A listing of the communication skills included in these assessment instruments was compiled. These items were then categorized into 11 domains. The skills and domains were reviewed by the advisory board before content analysis of each instrument was begun. The domains identi- fied were initiating communication, establishing a trusting relationship, using effective nonverbal communication, eliciting information from the patient, initiating educational interventions, promoting adherence to appropriate therapy, encouraging patient involvement in communication and problem solving, organizing the encounter, demonstrating sensitivity to and adjustment of communication based on contextual or cultural factors, verifying patient understanding, and concluding the encounter. The inter-rater agreements in coding communication assessment forms for each pair of judges ranged from 0.22-1.00. Ten percent of agreements were in the ''fair'' range, 20% were in the ''moderate'' range, 47% in the ''good'' range, and 23% in the ''almost perfect'' range. With the exception of coding for 1 communication skills assessment form, the average of paired codings for each form was in the ''moderate'' to ''almost perfect'' range. The 1 communication assessment form where codings were in the ''fair'' range was a form that had only 2 very broadly described areas of communication being assessed. Given the generally good levels of concordance, the coding scheme was retained and used to describe the content of communication skills assessment forms utilized in colleges of pharmacy.
Many schools submitted multiple forms used in skills assessment. These were forms used in different classes or in different situations (eg, separate forms for dispensing new versus refill prescriptions). In order to compare the skills assessed at different schools, a composite list of skills was created for each school and, if a particular skill was assessed on any form, it was counted as being included in the assessments at that institution. Results of analyses of assessment forms are presented in Table 3 . Forms at most of the schools included skills involved in initiating the encounter with the patient and setting the stage for the interview or consultation session. Forty-four schools (88%) had some items that served to initiate the communication. Most frequently these items involved greeting the patient and completing personal introductions. One component that was not as frequently included was a discussion of the purpose of the encounter or an indication of the patient's willingness to engage in the communication.
The second category involved behaviors that served to establish a trusting relationship with the patient. The differentiation was made between those behaviors that could be identified as empathic responding to patient feelings versus behaviors that were described more generally, such as being friendly, listening, conveying concern, or conveying respect for the patient. Fifty-six percent of schools had forms that included skills of empathy or responses that reflected understanding of patient feelings. Seventeen percent of schools had forms that did not have any items involving relationship-building, including listening and empathic responding.
The third general category was using effective nonverbal communication. Sixty-six percent of schools included assessments of attending and immediacy behaviors (eg, eye contact, head nods), 30% had pacing items, 20% had voice quality and pronunciation items, and 26% had items related to professional demeanor, including wearing professional attire and conveying a sense of confidence. Items that could be grouped into skills of eliciting information from patients (ie. interviewing) were identified. Ten percent of schools had no items assessing the student's ability to ask questions or gather information from the patient. These forms focused entirely on the pharmacy student providing information when dispensing a medication rather than gathering information on what the patient already knew or verifying patient understanding of new information provided. The most commonly identified skills in the domain of ''eliciting information'' were the ''prime questions'' identified in Pfizer/Indian Health Service Pharmacist-Patient Consultation Program (PPCP) materials. 32 Seventy-six percent of schools included open-ended questions of patients on what the doctor told them the medication was for, how he or she told them to take it, and what he/she told them to expect from the medication. The questions used in the show-and-tell techniques taught for refill medications, however, were assessed in only 24% of schools. In addition, most forms that included the prime questions or the show-and-tell questions did not examine probing or expanding questions that are also emphasized in the Indian Health Service materials. The importance of followup questions was reflected in forms from only 24% of schools. Only 14% had items related to patient perceptions of progress toward therapeutic goals or perceived effectiveness of medications currently being taken.
Nearly all schools sending forms (96%) had communication evaluation forms that assessed skills of providing information to patients or implementing educational interventions. Forms tended to reward provision of numerous items of information, while only 16% of schools had forms that identified the need to emphasize the most important information or to avoid overloading with too much information. Seventy-two percent of schools had forms that assessed use of terminology that patients would be likely to understand, 60% had items regarding the accuracy of information presented and appropriateness of recommendations made to the patient, and 24% of forms included items on the incorporation of written patient information into the counseling process.
Skills that related specifically to helping patients manage regimen demands were included in the domain of ''promoting adherence to appropriate therapy.'' One item dealt with tailoring regimens and establishing cues to assist in medication-taking adherence. Eighteen percent of schools had observational forms that assessed use of these techniques in patient counseling. Assessing motivation to comply was included in forms from 12% of schools and 8% had items that included behavioral interventions to improve adherence when problems were identified, such as suggesting use of compliance aids. Overall, only 22% of schools had assessment instruments that included any of these adherence enhancement skills.
Another set of skills focused on encouraging patient involvement in communication and problem solving. This included giving patients an opportunity and time to talk without rushing or unnecessarily interrupting them. Twenty percent of schools had such an item included on assessment forms. Few schools had items that assessed whether students reinforced patients for progress in therapy or for their ability to manage therapy.
Sixty-six percent of schools had items assessing the student's ability to organize a patient interview or medication consult. This included items on logical organization of the encounter and maintaining the direction of the interview.
Few schools had forms that addressed special communication needs of groups of patients, such as low literacy or culturally diverse populations. Only six percent had items in evaluation forms on addressing patient anger or dealing with conflict situations.
Seventy-eight percent of schools had forms that included verification of patient understanding. However, 22% of schools had observation forms assessing student communication with simulated patients that did not include items whereby pharmacists verify patient understanding.
The skills related to concluding the encounter were included in evaluation forms of 75% of schools. Rarely did the conclusion include pharmacist discussion of planned follow-up contact and discussion of the next steps that would be taken.
DISCUSSION
Over half of the schools listed in the 2004-2005 AACP directory submitted forms used to assess interpersonal communication with simulated or role-playing patients prior to advanced practice experiences. Examination of evaluation forms revealed considerable variety in the skills assessed and the formatting and weighting of different skills. Some forms had virtually all of the point allocations centered on the content of information pharmacy students were to convey while other forms had up to half of the score focused exclusively on nonverbal behaviors. In addition, the organization and categorization of skills was somewhat inconsistent from form to form. ''Active listening'' was identified as nonverbal communication on several forms with no verbal component identified on the form. While nonverbal communication is important, the ''active listening'' construct as described by Carl Rogers and Thomas Gordon includes an oral component as well. [33] [34] [35] Additionally, there was a lack of behavioral definition or behavioral exemplars that limited the ability of American Journal of Pharmaceutical Education 2006; 70 (3) Article 67. some evaluation forms to ''stand alone'' as assessment instruments. While instruction to students would undoubtedly include definition of the skills identified, the lack of specificity on the forms themselves or on attached operational definitions makes training for different raters or graders particularly important as inconsistency in the definitions of terms would be of concern.
Skills involved in monitoring patients on therapy for chronic conditions were not as frequently included on assessment forms as were skills involved in counseling a patient receiving a new prescription. While a number of schools had sections in syllabi that addressed adjustment of communication based on cultural or contextual factors and special needs of patients, the number of schools that included such skills on observation instruments was very small.
Faculty expressed the desire within their own schools for more continuity in assessment of skills and greater reliability and validity in the assessment procedures. They expressed a desire to increase the use of standardized patients. While use of classmates to play the roles of patients was widespread, faculty members generally did not find this to be satisfactory. Faculty who had students from other classes play the role of the patient found this to be an acceptable means of structuring role-playing experiences. Faculty involved in teaching and assessment of interpersonal communication skills expressed the desire for better video-captured models demonstrating effective pharmacist-patient communication. Respondents reported using the video-recorded models included in the PPCP materials, video-recorded encounters from previous classes, and winners of APhA Patient Counseling Competitions to demonstrate skills being assessed.
Anecdotal information from interviews indicated that faculty members have developed a variety of ways of obtaining support for the communication teaching and assessment effort. One instructor reported having 25-30 clerkship students on academic rotations that assisted in teaching and communication assessment activities. This was reported to be a positive experience for the students learning communication skills as well as for clerkship students. Another respondent had approximately 24 community pharmacists who assisted in assessment of student communication skills. These pharmacists attended training workshops, for which they were given continuing education credit, and met with students on a one-to-one basis to review video-recorded pharmacist role-playing patient encounters. One respondent reported having students video-record encounters 5 times for self-assessment but submitting only the 2 best encounters for actual grading, thus reducing the grading burden on faculty members. A number of faculty members posted digitally captured video of patient encounters on course web sites, which served to facilitate student self-assessment, peer assessment, and faculty assessment of performance.
CONCLUSION
The current investigation provided normative information of what was being done in US colleges and schools of pharmacy regarding assessment of communication skills. A more extensive effort with input from a broad contingency of educators and practitioners would be needed to develop more ''prescriptive'' standards for what should be done as part of our assessment efforts.
Faculty concerns about the lack of continuity of assessment over the entire curriculum indicates that there are perceived improvements needed in continuous competency assessment. This continuity was perceived to be needed in the initial years and continuing into the advanced pharmacy practice experiences.
In addition, there does not appear to be consensus on the essential components of effective pharmacist-patient communication. Convening a consensus conference on patient communication and interpersonal skills that could guide both teaching and assessment in pharmacy education similar to the consensus conferences in medical education may be indicated. Results of the conferences in medicine have been used to guide instruction and, particularly, assessment of patient communication skills throughout a medical program. No equivalent authoritative and specific consensus document focusing on interpersonal communication skills competencies exists in pharmacy education.
Finally, as with all areas of instruction, evaluation of the ''outcomes'' of teaching and assessment programs themselves should be addressed at the college level. Assessment programs should be examined not only on the basis of what is assessed, but also on how useful the assessment process is to student learning, how well instruments discriminate among different levels of competence, and to what extent assessments become more complex as training advances.
